(12) Edelstein MB, Heilbrun LK: Specificity, schedule, and proliferation dependence of infused L-histidinol after 5-fluorouracil in mice. Cancer Res 48:1470 Res 48: -1475 Res 48: , 1988 My niece, who is in her mid-30s and has a small child, was diagnosed (in a small town) with breast cancer that had metastasized to the bone. Her doctor referred her to an oncologist who, after examining her, suggested that there was little hope for long-term survival. Her husband then took her to a major comprehensive cancer center for another opinion. There, the oncologist stated that chemotherapy might keep her alive for 2-5 years, but that he was uncertain if it was worth going through the agony. Her husband had watched his mother die a painful death from breast cancer some 20 years before, so he realized what was in store for his wife.
They were shaken by the initial diagnosis but knew that the first physician was not a trained cancer specialist. When the first oncologist predicted doom and gloom, they were again upset but they realized that this was only one opinion. However, after hearing a similar assessment from another oncologist, this time at a major cancer center, they felt that they had exhausted all options and that all hope was lost.
When I learned what had transpired, I suggested that they call an oncologist some 2000 miles away who is reputed to be a top breast cancer physician. He suggested that she come to see him the very next day. After consultation and tests, he decided to treat her immediately. She received her first course of chemotherapy within 24 hours of the phone call. He told her that with the aggressive treatment regimen he planned for her, there was an 80% chance that her disease would go into remission. Obviously, I cannot speculate as to whether the therapy will be successful, but the ray of hope extended to her by this doctor gave her the will to fight for her health and her life. I am convinced that win, lose, or draw her quality of life was positively impacted. 1 Doctors need to be conscious of and concerned with the way they talk to their patients. Doctors working at cancer centers should be particularly aware of how important it is that they speak accurately, compassionately, and always with concern for the patient and his or her quality of life. Very often patients are looking to these doctors as their last and best hope. No matter how busy, an oncologist needs to take time to search for the best answer for each and every patient. Ask your physicians to treat their patients as they would like themselves to be treated and to pursue even seemingly remote possibilities. Oncologists should be trained to admit that there will be occasions when a peer may offer a better prognosis. And finally, they should be reminded that their demeanor, words, and decisions affect many people, not just their patients. Notes 'Author's note: It is now nearly 3 months [at the time this correspondence went to press in early December] after the original diagnosis and commencement of treatment. Three courses of the supposedly ineffective chemotherapy have shrunk the original 7-cm x 4-cm x 3-cm tumor to less than 1 cm x 1 cm x 1 cm. But as important as the results is the fact that they were accomplished with relatively no adverse side effects other than feeling tired. The patient has continued to lead a full, active life.
Editor's note' Richard Bloch served as a member of the National Cancer Advisory Board from 1982 to 1988.
Menstrual Cycle Timing of Breast Cancer Resection: Prospective Study Is Overdue
In 1987, it was determined that the timing of breast cancer resection within the mammalian fertility cycle affected the metastatic potential of mouse breast cancer (/) and that the most relevant cellular defenses against metastasis, natural-killer cell activity (2) and endogenous interleukin 2 production, covaried precisely with surgical curability. Armed with these data, I attempted to convince the leaders of each major cooperative cancer study group that it should be determined whether such a relationship exists in young women. I argued that very simple changes in the "on study forms" for premenopausal patients considered for an adjuvant breast cancer trial would prospectively address this question, that there was no apparent risk to obtaining information about the timing of the last menstrual period at the time of resection, and that the potential benefit of optimally timed surgery was worth pursuing. These efforts were redoubled in 1988 when it was discovered that the timing of breast cancer resection within the menstrual cycle was relevant.
Operations performed during the putative early luteal phase of the cycle were associated with improvement in the 10-year disease-free and overall survival (J). Seven additional series that included some 2000 young women have subsequently confirmed these observations (4). Still, several negative retrospective studies raise the possibility that this relationship is not so simple. While a few institutions and individuals have modified their surgical practice to accommodate these data, the vast majority of practicing surgeons remain unconvinced (5,6) . I remain unable to easily persuade those in the positions to do such studies that this is a high priority. 
